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 N 000 Initial Comments  N 000

This was a state home health complaint 

investigation.

Complaint:  IN00117566- Unsubstantiated: Lack 

of sufficient evidence. 

Survey Date: October 19, 2012

Facility #:  IN005336.

Provider #:  157163.

Medicaid #100264420A.  

Surveyor: Janet Brandt, R.N. Public Health Nurse 

Surveyor. 

Medical Records reviewed: 

2 active medical  records  reviewed.

2 closed medical records reviewed.

Total medical records reviewed:  4.  

Anchor Home Health Care was found to be in 

compliance with 410 IAC Article 17 Rule 12 

Section 3 as related to this complaint.

Quality Review: Joyce Elder, MSN, BSN, RN

October 23, 2012
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